Rationale: Nonadherence to prescribed medications is a significant barrier to the successful treatment of psychiatric disorders in clinical practice. It has been argued that patient participation in shared decision making improves adherence to treatment plans. Purpose: To assess to what extent treatment adherence of psychiatric patients is influenced by the concordance between their preferred participation and their actual participation in decision making. Materials and methods: A total of 967 consecutive psychiatric outpatients completed the Control Preference Scale twice consecutively before consultation, one for their preferences of participation, and the other for the style they had usually experienced until then, and the eightitem self-report Morisky Medication Adherence Scale 8. Results: Most psychiatric outpatients preferred a collaborative role in decision making. Congruence was achieved in only 50% of the patients, with most mismatch cases preferring more involvement than had been experienced. Self-reported adherence was significantly higher in those patients in whom there was concordance between their preferences and their experiences of participation in decision making, regardless of the type of participation preferred. Conclusion: Congruence between patients' preferences and actual experiences for level of participation in shared decision making is relevant for their adherence to treatment. Keywords: treatment adherence, psychiatric outpatients, shared decision making
Introduction
The advances of psychopharmacology in the last 5 decades have allowed broader stabilization, functional recovery, better social and vocational reintegration, and more favorable outcomes for patients with psychiatric disorders.
1,2 However, medications do not work if patients do not take them. Poor adherence to pharmacologic treatment of psychiatric disorders is a worldwide problem of striking magnitude that contributes to the gap in care between best care, defined as the optimal use of proven efficacious pharmacologic therapies in psychiatric disorders, and usual care, the actual level of efficacious care being provided to psychiatric patients. 3, 4 Of course, adherence to prescribed psychotropic medication is relevant provided that the diagnosis of the psychiatric disorders is well established and the indication for the prescription of the drug treatment is adequate. In these cases, treatment effectiveness, crucial in severe mental illness and limited in minor psychiatric disorders, is hampered by the lack of adherence to the prescribed regimen. Half of patients with major depression for whom antidepressants are prescribed will not be taking the drugs 3 months after the initiation of therapy. [5] [6] [7] Rates of adherence among patients with schizophrenia are between 50% [8] [9] [10] [11] Adherence is defined as "the extent to which the patient's behavior matches agreed recommendations from the prescriber". 12 Adherence describes patient behavior in the actual taking of medicines. This definition of adherence presumes that the patient has reached some agreement with the health care professional about the prescribed medicine. 13 At present, there is still a clear need to identify determinants of nonadherence that could be addressed in interventions to facilitate optimal use of medicines in psychiatric care that allow for not only a positive patient outcome but also a prevention of relapse. Review of the literature on predictors of compliance with psychiatric treatment prescribed has shown the inconsistency of sociodemographic and clinical variables. 14 Although nearly 2 decades have passed since Charles et al at McMaster University proposed the hypothesis that active patient participation in the shared treatment decisionmaking (SDM) process will result in a greater commitment and adherence to the selected treatment regimen than to a regimen selected by the physician alone, 15, 16 very few studies are available at present showing that SDM actually results in patient improvement in treatment adherence that include medication adherence as an outcome. 17 The aim of this study was to evaluate the influence of the match between preferred and experienced participation in SDM on self-reported adherence to prescribed treatment in psychiatric outpatient care.
Materials and methods sample
From October 2013 to May 2014, 1,220 consecutive psychiatric outpatients seen in the Community Mental Health Services on Tenerife Island (Canary Islands, Spain) were invited to participate in a cross-sectional study; a total of 967 accepted. Patients were eligible for inclusion in the study if they were aged 18 years and over and were diagnosed by their psychiatrists using the International Classification of Diseases (ICD)-10 as F20 (schizophrenia), F31 (bipolar affective disorder), F32-33 (depressive disorder), F40-48 (anxiety disorder), and F60-69 (disorders of adult personality and behavior). Each participant received a full explanation of the study, after which they signed an informed consent document approved by the clinical research ethics committee of Nuestra Señora de Candelaria University Hospital in Santa Cruz de Tenerife. Each participant then filled out a brief sociodemographic survey and the remaining questionnaires. 
instruments Medication adherence
Medication adherence was tested using the Spanish version of the validated eight-item self-report Morisky Medication Adherence Scale (MMAS-8). 18 The questions are formulated to avoid a "yes-saying" bias, ie, the wording of item 5 is reversed to prevent the tendency to respond in a specific way to a series of questions regardless of their content. Response choices are yes/no for items 1 through 7, and a 5-point Likert response scale for the last item. Each no response is rated as 1 and each yes rated as 0, except for item 5, in which each yes response is rated as 1 and each no is rated as 0. For item 8, it is necessary to standardize the code (0-4), by dividing by four when calculating a summated score. The total score on the MMAS-8 can range from 0 to 8, with scores of 8 reflecting high adherence, 7 or 6 reflecting medium adherence, and 6 reflecting low adherence. Permission to use the scale was granted by Donald Morisky, the copyright holder of the instrument.
control Preferences scale was used in our study. This consists of five cards on a board, each illustrating a different role in decision making by means of a cartoon and short descriptive statement. The examiner asks the respondent to choose the preferred card, which is then covered up and cannot be chosen again; the examiner then asks the respondent to choose the preferred card from the remaining four cards. The procedure continues (four choices) until one card is left. If the second preference is incongruent with the first (nonadjacent pairing, such as card A with card C), the test is explained again and immediately readministered. In the event of a further incongruence, the test is not readministered, and a preference is not assigned. Administration requires about 5 minutes. Six scores are possible based on the subject's two most preferred roles: active-active, active-collaborative, collaborative-active, collaborative-passive, passive-collaborative, and passivepassive. These scores are grouped as active (active-active or active-collaborative), collaborative (collaborative-active or collaborative-passive), or passive (passive-collaborative or passive-passive). Evidence suggests that the CPS is clinically relevant, easily administered, and valid in health care decision making to assess preferences for participation. 20 The scale was administered twice consecutively in the waiting room before the psychiatric consultation. The first administration asked patients about their preferred style of clinical decision making in their clinical encounters with their psychiatrists. The second administration asked them about the style they had usually experienced until then in their previous consultations with their psychiatrists.
statistical analysis
Data were analyzed using SPSS 19. 21 We calculated a categorical variable (congruence), to summarize the relationship between SDM preferred and experienced according to CPS results, with two categories: matched (SDM experienced same as preferred) and unmatched (SDM experienced differently than preferred). The χ 2 was used to test for differences between groups.
Results
We recorded a high response rate of 79%, resulting in a sample of 967 psychiatric outpatients. Table 1 shows the sample distribution according to sociodemographic and clinical variables included in the study, as well as the preferred roles and experienced roles according to the CPS, and the MMAS-8 scores.
Nearly half of the psychiatric outpatients self-reported a medium level of adherence to their psychiatric drugs prescribed, while around a quarter of them self-reported either a high or a low adherence. Most psychiatric outpatients (625 patients, 64.7%) preferred shared decisional control, while 277 (28.6%) preferred a passive approach and only 65 (6.7%) an active decisional control. The most common preferred role was for the doctor and patient sharing responsibility for deciding what treatment is best (62.3%). The experienced roles self-reported according to the CPS were mostly passive (772 patients, 77.8%), followed by a collaborative approach (212 patients, 21.9%), with only three patients (0.3%) self-reporting active decisional control. The most common experienced role was for the doctor to make the final decision after considering the patient's opinion (50.4%). Congruence between patients' preferred and experienced involvement in medical decision making was achieved in half of the psychiatric outpatients participating in the study. In cases of mismatch, the vast majority of patients preferred more involvement than they experienced.
In Table 2 are represented the distribution of the three levels of adherence to treatment according to participation preferences and experiences and also to congruence between patients' preferred and perceived participation. Patients who preferred a passive role in decision making were significantly more likely to self-report adherence to their psychiatric treatment than patients who preferred a more active role. Concerning the role experienced in their psychiatric consultations, self-reported adherence was higher in patients experiencing 
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sDM and adherence more active roles, but the differences registered were of no significance (Figure 1 ). Self-reported adherence was significantly higher in those patients for whom preferences and experiences of participation in decision making matched than in those patients where they did not match. According to the specific type of matching (active with active, collaborative with collaborative, and passive with passive), no differences were found in self-reported adherence.
Discussion
This is the first large, community psychiatry-based survey to explore to what extent the treatment adherence of psychiatric patients is influenced by the concordance between their preferred participation and their actual participation in decision making. Some limitations of this study should be considered. First and foremost, our research did not study patient consultations directly, but only registered patients' perceptions of decisionmaking styles. Second, since a cross-sectional survey was carried out, the study could only demonstrate associations and not causality. Another limitation is that preferences for decision making were measured as a state trait, and role preferences are dynamic and could vary during decision making, requiring regular clinical assessment to meet patients' expectations. Also, we measured a general role in a general process of decision making, but patients can prefer different roles according to the different stages in the decision-making process that the CPS does not allow. Finally, given the explorative nature of the study carried out, our results should be interpreted with caution, and more research is required to replicate and evaluate the relevance of our findings.
In a previous paper, 22 we reported a low level of concordance between patient preferences in clinical decision making and their actual experience, with more than half of the patients wanting a more active role than they had actually experienced. A logical conclusion of this and other studies 17, [23] [24] [25] would be that increased patient participation in clinical decision making could increase patient adherence to treatment. Our present study shows that psychiatric outpatients whose preferences of participation in clinical decision making were matched by their actual experience were significantly more likely to adhere to the drugs prescribed than patients who experienced a different level of participation than desired. As the greater source of mismatch is the preference of the patient for a more active role than the one actually experienced, it makes sense that the widespread opinion in the literature is that increasing the participation of psychiatric patients in SDM would increase their treatment adherence. However, according to our results, the concordance between the patient's preferred level of participation and their actual participation seems to be more relevant for treatment adherence than the mere fact of being involved in the clinical decision-making process. Observational studies in medical patients suggest that failure to elicit and address patients' individual circumstances and goals/preferences regarding their treatment regimen may contribute to treatment nonadherence. 26 Likewise, a recent review on the congruence between patients' preferred and perceived participation in medical decision making concluded that a similar approach to all patients is not likely to meet patients' wishes, since preferences for participation vary among patients. 21 As sanctioned by the age-old wisdom of Hippocrates, trust in the doctor 
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De las cuevas and satisfaction with the doctor-patient relationship may well be the most accurate predictor of treatment adherence. Concordance between patient preferences and experiences in clinical decision making is likely to increase the satisfaction in the relationship and the confidence in the doctor. On the contrary, a lack of concordance may exacerbate psychological reactance in psychiatric patients, an aversive motivational state known to influence in a negative way the involvement of patients in health behaviors, treatment adherence, and relapse. [26] [27] [28] [29] Further studies about congruence and mismatch between doctor and patient attitudes in medical decision making are relevant for practice. A lack of sensitivity to this issue may result in suboptimal care and serve as a barrier to patientcentered care. In the context of psychiatric outpatient care, better adherence to the prescribed treatment may be achieved if psychiatrists ascertain their patients' preferred role and minimize the dissonance between what they want and what they receive concerning clinical decision making.
In conclusion, mental health care professionals should be sensitive to patients' individual preferences and participation wishes, and respond to those without trying to impose a preconceived attitude. This is the hallmark of personalized psychiatry.
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